A 43-year-old male who had sustained a blast injury involving a finch air conditioner 5 years earlier presented to us with insidious progressive loss of vision in the left eye with a best-corrected visual acuity (BCVA) of 20/80. He had a corneal opacity near temporal limbus with a peripheral iris defect suggestive of the penetrating entry wound tract and a sunflower cataract [ Fig. 1a ]. Yellowish dotted vitreous membranes with clumping were visible posterior to the lens [ Fig. 1b ]. On fundus examination, a foreign body (FB) was seen in the inferior vitreous cavity with irregular golden vitreous membranes emanating from the site [ Fig. 2 ]. Noncontrast computed tomography showed an FB of size measuring 1.2 mm × 0.9 mm. Electro-retinography showed diminished a and b waves when compared with the other eye. The patient was diagnosed to have left eye vitreous opacification secondary to chronic ocular chalcosis and underwent phacoemulsification with intraocular lens implantation and pars plana vitrectomy with FB removal. On densitometry, copper content was found to be 60%. On 6 weeks' follow-up, he had a BCVA of 20/30. Ocular chalcosis is known to cause pathological vitreous changes. Rosenthal et al. described fibrillary degeneration of vitreous in cases, when copper was lodged in the vitreous cavity for a longer time period. Clumping of degenerated vitreous with copper deposition near the FB site was also noted. [1] Moster and Synek with the help of ultra-structural electron microscopy have suggested that copper has heterogeneous affinity for collagen fibrils leading to conglomerations or irregular accumulations over the fibrillary vitreous. [2] These findings are different from siderosis bulbi. An iron FB can cause lamellar, asteroid-like, or strip-like opacification of vitreous with brownish discoloration. [3] Fibrillary degeneration and dandelion seed-like clumping near the FB site may be considered characteristic of a copper FB.
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The authors certify that they have obtained all appropriate patient consent forms. In the form the patient(s) has/have Two days hence, significantly high c-ANCA (17.69 U/ml) was detected. Later radioimaging revealed multiple cavitary lesions in both lungs (L > R) [ Fig. 1d ] and periscleral inflammation [ Fig. 1e ]. The diagnosis was revised to granulomatosis polyangiitis (GPA). High-dose intravenous steroids for three days and single high-dose cyclophosphamide were given with supportive topical therapy, and later the patient was shifted to similar oral therapy. One month later, she was painless, anterior chamber was clear, and scleritis had dampened with scleral thinning, but vision persisted to be low (PL+). The lung mass had reduced considerably on skiagram. This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms.
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